Brief Communication
2012, participants from 82 hospitals and medical colleges across SAARC countries were trained. These healthcare organisations were asked to nominate a multidisciplinary team to represent key drivers of hospital infection prevention and control (IPC) programmes, with representation by general surgeons or subspeciality surgeons, internal medicine specialists or paediatricians, microbiologists, anaesthesiologists, hospital administrators and nursing administrators. During the second and third year of the programme, 60 teams were given the survey questionnaire regarding the IPC programme at their organisation. Participants were invited to voluntarily participate in the survey and only those who consented were included. The study did not involve humans as subjects and hence ethical clearance was not required. The survey instrument was developed by the organisers and faculty of the NIPS programme and it addressed six components of a hospital IPC programme: (1) organisation of infection control programme, (2) infection prevention and control guidelines, (3) infection prevention and control education and training, (4) surveillance of healthcare-associated infections, (5) monitoring and evaluation and (6) assessment of environment and equipment for infection control. [4] Each of these components specifically addressed 16 questions [ Table 1 ].
resuLTs
We received responses from 305 of 306 healthcare professionals from 59 hospitals. Sixty interdisciplinary teams from 59 hospitals were administered the questionnaire [ Figure 1 ]. Of these organisations, 36 (60%) were academic institutions from both public and private sectors. Out of 59 hospitals, 24 (40.67%) had <501 beds, 19 (32.2%) had 501-1000 beds, 11 (18.64%) had 1001-1500 beds and five (10.2%) had more than 1500 beds. Of these respondents, 225 (74%) were from teaching hospital and 80 (26%) from non-teaching hospital. The participating healthcare professionals included 56 (19%) hospital administrator/managers, 54 (18%) surgeons, 50 (16%) nursing personnel, 49 (16%) microbiologists, 47 (15%) physicians, 46 (15%) anaesthesiologist, 3 others and 1 missing.
Responses of the participants of the NIPS workshop to IPC core components are shown in Table 1 . Some participants, i.e., 291-305 (95%-99%) responded to the questions. Five most important findings emerged which are as follows: (1) Healthcare epidemiologist that were trained in IPC programme were present in only 40% of the hospitals, (2) IPC guidelines specifically antibiotic policy was reported only about half, i.e., 53% of the respondents and antibiotic-prescribing audits were reported by third, i.e., 33%, (3) majority, i.e., 84% were not aware of needle stick injury rates in their hospital, (4) half of the hospitals, i.e., 47% were prepared for surge capacity for patients with infectious diseases and (5) coordination of hospital infection control (HIC) personnel with different support services was limited, i.e., 55%-65%.
disCussiOn
Our national survey describes the first extensive description of core components of IPC in SAARC countries. It is also unique that described the healthcare system broadly in that respondents provided information about a diverse range of organisations including non-teaching and teaching; private and not-for-profit and accredited and non-accredited hospitals. The survey identifies the areas of where improvement in hospital IPC programmes are required and can be used to inform organisation-and country-level policy makers in SAARC countries.
Our survey findings are similar to that which have been reported from different studies both in developed and developing countries. [5] [6] [7] It is much easier to constitute an infection control committee but difficult to ensure its effective functioning. Training and content of training curriculum is another area of concern in developing countries. Only 61% of the hospitals in our study provide training on HIC to their healthcare personnel.
Although surveillance for HAI-CLABSI, CAUTI, VAP and SSIs was being done by 70% of the hospitals while only half of the hospitals have antibiotic policy guiding appropriate use of antimicrobial in place. Antimicrobial resistance (AMR) is a current and increasing threat and challenge to global health and development of all countries with different consequences regarding hospital-acquired and community-acquired infections. [8] It is a critical situation in South East Asia when it comes to antimicrobial resistance. [9] Continuous efforts are being made in this direction; recently, WHO SEARO countries made a declaration known as 'Jaipur Declaration on Antimicrobial Resistance'. [10] In India, HIC is a critical domain of patient safety which has not been adequately addressed by the health policymakers until very recently when WHO has required countries to develop national action plan for surveillance of antimicrobial pathogens. [11] Infection control teams are confronted with many challenges with regard to resource allocation, human resources (especially infection control nurses), guidelines and education and training. This is a major issue which public sector hospitals are faced with. [12] HIC needs support from administrators and more cooperation from medical personnel. [13] Organisational mechanisms for supporting training, appraisal and clinical governance are important determinants of effective practice and successful change. [14] Given the effect of healthcare-associated infection on patient care and economy, there is a need of enacting rules/regulations/laws/national programme for hospital hygiene and infection control as has been done by not only developed countries but also developing countries. [15, 16] Furthermore, many national and international healthcare facility accrediting bodies/agencies have integrated component of infection control in their set of standards, given its significant impact on infection control. [17] There is a need for an international strategy that would establish standards, procedures and methods for HAI surveillance, prevention and control and promote their implementation at national level. [18] This study has few limitations. It was assumed that respondents had adequate knowledge regarding HIC policies and procedures in their hospitals. Due to logistic constraints, it was not feasible to validate responses by site visits, given wide geographic distribution of participating sites.
COnCLusiOn
From the study findings, it can be concluded that half of the hospitals had a HIC programme in place; but, it is on ground implementation and effectiveness needs to be studied. The study has also identified several key areas of concern, which Indian hospital needs to be worked on. It includes recognising epidemiologist, as an important member of infection control team, guidelines/SOP formulation for HIC, antibiotic-prescribing audit as a strategy to thwart AMR and capacity building needs to be strengthened. Infection control in developing countries differs markedly from that in developed countries; therefore, it is important to take these differences into account when formulating policies for the developing countries.
The study also hints that national aureditation board for hospitals and healthcare providers (NABH) and/or joint commission internationa (JCI)-certified hospitals in India have better HIC than other hospitals, as HIC being an important component of accreditation standards. Hence, there is a need for country-level coordination though legislation, guidelines and policies. (17) 
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